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Brief CommunicationsPotential disadvantages of the technique could be wound-heal-
ing disturbances, which were not observed in this particular case.
Although the use of this new technique should remain limited
to selected cases, it represents a valuable alternative to the already
existing spectrum of thoracic incisions.
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Repair of acute postinfarction ventricular septal defect by endocardial
patch exclusion through the aortic valve orificereThe repair of acute postinfarction ventricular septal de-fects (VSDs) remains a contemporary challenge forcardiac surgeons. The treatment of this devastating con-dition has evolved considerably during the past 2 de-
cades. Initial experiences with immediate operative intervention in
the 1970s were dreadful, and there was therefore little enthusiasm
for acute surgical intervention. In the early 1980s, delayed repair
was an accepted practice.1 Patients were stabilized with an intra-
aortic balloon pump for 3 weeks before an attempt at surgical
intervention. Those patients who survived the waiting period un-
derstandably had better surgical outcomes. Regrettably, patients
frequently died or became more unstable during the waiting pe-
riod. This prompted some surgeons to reconsider earlier repair.2
Patch replacement of the ventricular septum evolved as the pre-
ferred method of repair. Mortality remained high, however, and
studies from the late 1980s and early 1990s reported mortality
rates of 40% to 70%.3,4 In 1995 David and colleagues5 introduced
the idea of left ventricular endocardial patch exclusion of the
infarcted ventricular septum. The operative mortality reported with
this new approach was an inspiring 14%. Many surgical groups,
including our own, have adopted the technique with equivalent
success. Our case report describes the technique of endocardial
patch exclusion of an acute postinfarction VSD through the aortic
valve orifice, thereby avoiding ventriculotomy and the subsequent
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gation of in-hospital recovery.
Clinical Summary
A 66-year-old man came to his primary care physician with a
report of 8 to 10 days of epigastric discomfort followed by acute
onset of shortness of breath and orthopnea. A heart murmur was
detected, and the patient was referred urgently for cardiologic
evaluation. A chest radiograph showed congestive heart failure
with bilateral pleural effusions. Laboratory studies revealed renal
insufficiency. A transthoracic echocardiogram showed a 2.1 cm
VSD in the inferobasilar septum, right ventricular dysfunction,
Figure 1. Preoperative echocardiogram demonstrating large
acute VSD (black arrow). RV, Right ventricle; LV, left ventricle.pulmonary hypertension, and an akinetic inferior myocardium
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Brief Communications(Figure 1). Coronary angiography demonstrated an occluded dom-
inant right coronary artery. Left ventriculography confirmed the
presence of a large VSD and a large left-to-right shunt. An intra-
aortic balloon pump was placed, and the patient underwent urgent
operation.
A standard median sternotomy was performed, and standard
cannulation and cardioplegia techniques were used. The ascending
aorta was then opened through a low transverse aortotomy. The
aorta provided an approximately 25-mm opening into the left
ventricular cavity. An aortic leaflet retractor was placed to retract
the right coronary leaflet, and the VSD was visualized in the
posterior basal septum.
The defect was surrounded by yellow, necrotic ventricular
muscle. The anterior third of the septum was viable, as was the
posterior apical septum. A 4  3-cm oval glutaraldehyde-fixed
bovine pericardial patch was prepared. Beginning distally in the
septum, the pericardial patch was sewn to the viable left ventric-
ular endocardium with running 4-0 polypropylene suture. The
superior suture was run along the viable anterior portion of the
ventricular septum to the area of the central fibrous body, staying
at least 1 cm away from the necrotic perimeter of the defect. The
inferior sutures were placed along the inferior and posterior left
ventricular free wall, coursing up to the right trigone of the mitral
annulus and then joining the anterior suture at the central fibrous
body. The most difficult suture placement was along the inferior
septum and inferior free wall of the ventricle. A nerve hook was
used to retract the anterior mitral valve leaflet laterally, thereby
facilitating suture placement into the viable portion of the inferior
ventricle wall muscle. The patch and sutures coursed around the
posteromedial papillary muscle head without inducing distortion
of those mitral leaflet attachments. After completion of the suture
Figure 2. Postoperative echocardiogram demonstrating repaired
acute VSD. White arrow points to thin pericardial patch that
excludes defect from right ventricle (RV). LV, Left ventricle.line, the endocardial patch fit nicely within the left ventricle, was
224 The Journal of Thoracic and Cardiovascular Surgery ● Janusecured to viable tissue around the area of infarct, and generously
covered the defect into the right ventricle. The aortotomy was
closed with a running suture, and the aortic crossclamp was re-
moved during venting of the ascending aorta. The patient was
warmed to normothermia and weaned from bypass support with a
low-dose dopamine infusion only. Atrioventricular pacing was
required. The pulmonary artery pressures were greatly reduced
from preoperative values.
A transesophageal echocardiogram was performed immedi-
ately after weaning from bypass pump support. There was no
evidence of residual VSD. The endocardial patch was visible as a
thin membrane in the area of the defect (Figure 2).
The patient was weaned from ventilatory support 5 hours after
the operation. He remained in heart block, and a biventricular
pacemaker was placed on postoperative day 4. He was discharged
home the next day ambulating well without supplemental oxygen
and taking a regular diet.
Discussion
The treatment of acute VSD continues to present a formidable
challenge to cardiac surgeons today. Surgical treatment has
evolved as experience with various treatment strategies are gained,
shared, and discussed among surgeons. Advancements in surgical
technique and intensive care unit management have reduced the
overall mortality. Our case report illustrates another potential
approach for treatment of the patient with acute VSD. The main
advantage of this approach is avoidance of ventriculotomy. Access
to the left ventricular endocardium is gained through the aortic
valve orifice. The technique is best suited for basilar and inferior
infarcts, in which case retraction of the infarcted heart anteriorly is
necessary to perform the ventriculotomy through the infarcted
inferior wall. Defects in the anterior and apical septum are prob-
ably still best approached through the infarcted anterior wall,
because visualization and suture placement would be more diffi-
cult through the aortic valve orifice.
The main limitation of this approach is the small orifice through
which the surgeon works to gain access to the left ventricular
cavity. The hole is deep and narrow. The entire area of interest
cannot be visualized simultaneously during the repair. With pa-
tience and careful placement of each stitch, however, this approach
does provide a feasible alternative to the standard inferior ventric-
ulotomy.
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